colostomies. Type IV cases have usually been treated by perineal dissection also, and with similar results but a higher primary mortality. The case of the boy reported here emphasizes the feasibility in this type of a formal anastomosis by the abdominal approach, as in restorative resection for carcinoma. It is clear that the distal rectum develops very satisfactorily by itself as it were, and becomes a very useful structure in time. Only one report of an abdominal anastomosis has been traced in the literature, that of Patton (1949) . He had a Type IV-case in which he did a colostomy on the second day of life, and at fourteen months he carried out an abdominal anastomosis with success. This seems a little early, but the operation appears to be perfectly feasible by the age of 6 or 7 years. The disadvantage is the effect on the child and parents of a colostomy for those years, but if it could be closed before the child went to school it would not be insupportable. Certainly the results of anterior anastomosis, restoring normal rectal function; are infinitely better than those too frequently seen after perineal dissections-,"an unsatisfactory colostomy in an uncontrollable place, with bouts of obstruction due to contraction of scar tissue around the opening alternating with bouts of incontinence when this opening is dilated" (Browne, 1951) . IN 1948 Gilchrist and David published the follow-up results of a series of cases operated upon for carcinoma of the cecum and of the left side of the colon. Although the series is admittedly small the results are worthy of careful note. Of the cases suffering from carcinoma of the cacum, in which the lymph glands were found to be involved on pathological examination of the excised specimens, just over 70% were alive and well at the end of five years and were clinically free of the disease. In the comparable cases suffering from cancer of the left side of the colon only 32% were similarly free of disease. Now there is no reason to suppose that carcinoma of the left side of the colon is less amenable to surgical extirpation than carcinoma of the right side and the poor results in respect of the left side in this series must be attributed to the limited excisions carried out as the current surgical practice at the period during which they were treated.
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The wide field of lymphatic and lymph gland involvement in cancer of the colon is well known. In carcinoma of the right colon, where hemicolectomy is carried out as a routine treatment, this extbnsive field is extirpated, but in cancer of the left side of the colon comparably more limited excisions are still routine surgical practice although of recent years their extent has increased.
In theory the only operation that fulfils the demands of radical extirpation of the disease, where cancer exists in the left colon, is a left hemicolectomy such as is advocated by Grinnell and Hiatt (1952) , and I suggest that this resection be adopted by surgeons versed in the intricacies of colonic surgery, at least for patients in the younger age group.
Throughout the c2ecum and the colon the distribution of the lymph glands and of the lymphatics follows a similar pattern. Glands, connected by a network of lymphatics, are situated along the mesenteric margin of the bowel, along the smaller arterial branches coursing to any particular part of the colon, and around the trunk and origin of the main arteries, each of which contributes the supply of blood to a very large region of the colon.
In cancer the glands closest to the growth are not necessarily those that first become infiltrated with carcinoma, and with a small and apparently early neoplasm it is not unusual to find distant glands involved. The glands between these and the primary carcinoma have, in some way, been by-passed. It is likely, therefore, that in many cases the glands around the origins of the vascular trunks will be involved and we must plan our surgery so that these are removed. It is not possible to dissect the glands away by stripping them off the vascular pedicle which they surround, nor is it good surgical practice when dealing with cancer. The artery must be divided at its origin with the tissues that surround it.
The division of the artery so far away from the colon deprives an extensive region of the large bowel of its blood supply and it is this and its corresponding mesocolon that have to be removed in radical operations for the cure of cancer.
In dealing with a growth in the cecum the surgeon raises the whole of the right side of the colon and the terminal ileum, and the ileo-colic and right colic arteries, prior to excising the colon and carrying out an anastomosis, are ligated at their origins. A very radical excision is thus completed (Fig. 1) .
The comparable operation on the left side of the colon consists in raising the latter, mobilizing the splenic flexure and upper part of the rectum and ligating the inferior mesenteric artery at its origin from the aorta. By this ligation the blood supply of these parts of the bowel is cut off and they have, therefore, to be excised. Continuity is established by anastomosing the distal portion of the transverse colon to the middle third of the rectum, the former deriving its blood supply from the left branch of the middle colic artery and the latter from the middle hlmorrhoidal arteries. In most cases this extensive operation presents few practical difficulties. It cannot be carried out in the few cases where the transverse mesocolonnis congenitally deficient. Neither is the operation desirable in the old or enfeebled, but many cases of cancer of the colon are seen in a relatively young age group; it is in these that the surgeon should aim at the widest possible extirpation of the zone of tissue potentially infiltrated with the disease. Left In cancer of the transverse colon the. same principles apply (Fig. 4) . The glands around the origin of the middle colic artery may well be involved in any growth affecting this region and it and the tissues about it must be excised. Ligation of the artery at the point of its origin from the superior mesenteric artery deprives the o -ej > >t 5 whole of the transverse colon of its blood supply and it and its mesocolon have, therefore, to be removed. Continuity is established by anasto-] 2;t;>iooWl o; co;ts 1 )mosing the upper ends of the ascending and descending portions of the colon. No lesser excision is compatible with the principles of radical cancer surgery. theupper endofthe ascending colon to the middle third of the rectum. The excision, although practicable, is an extensive one, and would be bound to leave the patient with excessive frequency of bowel action as a result of the removal of such a large part of the water-absorbing region of the colon. I have, therefore, not practised this excision, but in cases of carcinoma of the splenic flexure I ligate the middle colic artery at its origin and the left colic where it arises from the inferior mesenteric artery. The transverse colon, the splenic flexure and the descending colon with their mesocolons are then excised, and the upper end of the ascending colon is anastomosed to the cut end of the rectum to restore continuity. This is a far wider excision. than is usually carried out in dealing with growths in this region (Fig. 4) .
The operations described have been carried out as one-stage procedures without a preliminary colostomy or cxcostomy. Post-operative progress has been similar to that following less wide excisions, and the ultimate frequency of bowel action is but slightly increased even following a left hemicolectomy.
